Like a two-star mob movie or a love story gone awry, it seems that no sooner does our specialty learn from one mistake related to new technology than are we drawn back in for more drama. How can we make this bad movie stop?
This is a complicated question, and given the influences in play -both financial and academic -it may be difficult to resist the lure of new technologies. If we are to resist, we will need integrity on the part of those publishing on these topics, careful editing by journals, cautious reading by consumers of the research, and recognition that many practicing surgeons have a heavy incentive to embrace new technology before it is fully vetted. But without doubt, we have an obligation to do better.
In the Editor's Spotlight section this month, I wrote somewhat admiringly about a randomized trial comparing new custom cutting guides for knee arthroplasty surgery [4] . This was not because I feel strongly one way or the other about these instruments (I do not). Rather, my enthusiasm derived from the authors' balanced approach to presenting their findings. Pfitzner and colleagues found that the guides significantly improved implant alignment.
Despite these findings, they cautioned against the use of that expensive, new technology due to the small size of this ''significant'' effect [6] .
Aseptic loosening from malaligned implants almost certainly occurs, but even this contention is controversial [5] ; assuming that it does happen, it is by no definition a public-health menace, nor is it clear that a technology that improves alignment by a degree or three at a cost of hundreds or thousands of dollars per use is worth the investment. Kudos to Pfitzner et al. [6] for distinguishing between statistical significance and clinical importance.
But sadly, that sort of integrity is the exception, rather than the rule.
Some months ago in this space, I wrote about the important distinction between efficacy and safety [3] , and made the point that most clinical research is powered to determine whether a treatment works, but not that it is safe when exposed to a large population of patients. Here, I am making a finer but as-important distinction: Not all differences in efficacy matter, or matter enough to be worth paying for, whether we pay in dollars or uncertainty.
Journals need to do a better job of pushing authors to acknowledge the difference between statistical findings and clinically meaningful results. At CORR 1 , we will strive to point out this distinction. Readers need to pay attention to this critical issue, since editors are not infallible. As always, caveat lector -let the reader beware.
A more-philosophical question is, why do authors -why do we -need to be nudged in this way? The market economy thrives on innovation, and innovation is rewarded, sometimes generously, with consulting arrangements, royalties, and other inducements to participate, and promote, sometimes aggressively. But when the new approach fails, it is the patient, not the innovator, who pays the price, and on some big choices, we have gone wrong. As a [1, 7, 8] . These registries can guide conversations about value [2] , although other study designs are necessary to help us understand just why some of those designs and products failed. Just the same, wider adoption of registries by nations currently without them would surely help.
However, most of us are neither innovators nor promoters of new devices or approaches. And most of us probably know enough to read for clinical importance and not merely statistical significance. Yet, as a population, we have been co-stars in this tragic love story. Why is this? The honest answer almost certainly lies in the fact that most surgeons are influenced by the biggest conflict of all: Most of us still are paid by the piece, and almost all of us enjoy operating. The application of new technology promotes and enlarges our own practices. How often do we hear, ''If I don't use this, the patient will go across town to someone who does.'' We need to own up to this and to ask ourselves when, and how, can we make this bad movie end?
An editorial alone will not end it. It will take the efforts of the orthopaedic community as a whole: Scientists, readers, editors, and practicing surgeons all need to agree that this is a problem worth solving. Authors need to present their claims modestly. Readers should focus on effect sizes and clinical relevance; as the editor, I will try to do the same. When editors miss the ball -at CORR 1 or elsewhere -write a letter. Your comments are always welcome here, at eic@clinorthop.org. Finally, as surgeons, we need to be mindful when we use some new implant, technology, or approach as a practice-building move, and to do so only when we are certain -based on thoughtful reading and evaluation -that it really clears the bar in terms of safety and efficacy. If we cannot turn off the projector, let's at least acknowledge that it is time to roll the credits.
